In both groups, the surgery was performed using a technique similar to that described by Cairns.'°In all patients, a fornix based conjunctival flap was used. A 4 mm by 4 mm limbusbased scleral flap was dissected into clear cornea. A 1 x2 mm deep scleral block was removed and a peripheral iridectomy was performed. The scleral flap was closed with two to four interrupted 10-0 nylon sutures and the conjunctiva was closed with interrupted 10-0 nylon sutures. Subconjunctival injections of gentamicin 20 mg and betamethasone acetate 1 5 mg were administered. Postoperatively, topical homatropine 1% was instilled twice daily for 1 week and topical chloramphenicol four times daily for 4 weeks. Topical prednisolone 1% was used four times daily for 3 months after surgery. Surgery was considered a success when the intraocular pressure was below or equal to 21 mm Hg with or without medication and a failure when the intraocular pressure was higher than 21 mm Hg with or without medication, when further glaucoma drainage surgery was required, ifphthisis bulbi developed, or if the eye lost light perception.
Previous studies have identified factors which increase the risk of failure of glaucoma filtering surgery. These include general factors such as youth and race (blacks are more at risk) and ocular factors such as aphakia, previous failed glaucoma filtration surgery, active anterior segment neovascularisation, and chronic ocular inflammation.
" Late post-traumatic angle recession glaucoma has been considered refractory to therapy in several studies reporting the results of glaucoma filtering surgery. 4 However, because traumatic glaucoma often occurs in young black or mixed race patients the question of whether traumatic angle recession is an independent risk factor for failure of filtering surgery, irrespective of age or race, has not been answered.
For this reason we retrospectively compared the surgical results of trabeculectomy in patients with post-traumatic angle recession glaucoma with those of a matched control group Comparisons between the two groups were performed using Student's t test and the Mann-Whitney U test. Kaplan-Meier survival curves were drawn and intercurve analysis was performed using the log rank test. Categorical data were analysed using the x2 test or Fisher's exact test. A finding was considered significant at a p value of <0.05.
Results
The mean follow up was shorter in the traumatic glaucoma group (21 2 (SD 3-4) months; range 3 to 72 months) than in the primary open angle glaucoma group (33-8 (4 2) months; range 3 to 72 months), p=0-02. Although the mean preoperative intraocular pressure was higher in the group with traumatic glaucoma, this difference was not statistically significant. The mean intraocular pressure decreased from a preoperative level of 39-2 (10-1) mm Hg (range 20-60 mm Hg) to a postoperative level of22 -9 (9 6) mm Hg (range 2-64 mm Hg) in the traumatic glaucoma group, and 
Discussion
Glaucoma occurs as a late complication oftrauma and has been reported to develop in 2% to 10% of patients with post-traumatic angle recession. [11] [12] [13] [14] [15] [16] The presence of angle recession is regarded as a sign of previous blunt trauma and reduced the absence of a fibroblast growth inhibitory factor in the aqueous of these eyes.'2' Because of the poor surgical results in patients with angle recession irrespective of age or race, the presence of this gonioscopic finding should alert the clinician to the possibility of an increased risk offailure ofdrainage after trabeculectomy. Antimetabolite therapy should therefore be considered with the primary procedure in these patients.
